Background: The demanding nature of nursing work environments signals longstanding and growing concerns about nurses' health and job satisfaction and the provision of quality care. Specifically in health care settings, nurse leaders play an essential role in creating supportive work environments to avert these negative trends and increase nurse job satisfaction. Objective: The purpose of this study was to examine the relationship between structural empowerment and organizational commitment of nurses. Methods: 491 nurses working in Zanjan hospitals participated in this descriptive-correlational study in 2010. Tools for data collection were Meyer and Allen's organizational commitment questionnaire and "Conditions for Work Effectiveness Questionnaire-II" (CWEQ-II). Data was analyzed by SPSS16. The statistical tests such as variance analysis, t-test, pearson correlation coefficient and linear regression were used for data analysis. Results: According to the findings, the perception of nurses working in hospitals on "Structural Empowerment" was moderate (15.98±3.29). Nurses believed "opportunity" as the most important element in structural empowerment with the score of 3.18 ±0.79. Nurses working in non-academic hospitals and in non-teaching hospitals had higher organizational commitment than others. There was a significant relationship between structural empowerment and organizational commitment. Conclusion: Generally, structural empowerment (relatively strong) correlates with nurses' organizational commitment. We concluded that a high structural empowerment increases the organizational commitment of nurses.
Introduction
Nurses constitute the largest group of health care providers and their professional capability plays an important role in fulfilling the health system. That's why their professional and caring capability is one of the concerns of the health care system and authorities in different countries. Nurses require power to affect patients, physicians and other health care practitioners [1] [2] [3] [4] [5] . Powerless nurses are ineffective nurses and they are less satisfied with their jobs 6 and also prone to exhaustion and depersonalization 7 .
The lack of nursing power may be also found in patients outcomes. Some studies suggest that there are compelling reasons for empowerment in nursing 6 . Empowerment for nurses may consist of three components: a workplace that has the requisite structures to promote empowerment; a psychological belief in one's ability to be empowered; and acknowledgement that there is power in the relationships and care that nurses provide. A more thorough understanding of these three components may help nurses to become empowered and use their power for better patient care 6 . According to Kanter, structural empowerment means strengthening the structures in delegating independent authority, vote, responsibility and decision making opportunities to employees. 5 Restricting the participation of nurses in decision-making causes their inefficiency and risk to patient safety 8 . Organizational commitment is a kind of attitude indicating the amount of staff interest and devotion and loyalty to the organization and their willingness to remain in an organization. This attitude includes three dimensions: affective commitment, continued commitment and normative or task commitment 9 .
Numerous studies have shown that in general, structural empowerment has a relatively strong correlation with nurses' organizational commitment. In the study of Desico et al., 10 structural empowerment had a strong correlation with nurses' organizational commitment. On the other hand, Gholami et al., 11 showed that there is a significant relationship between empowerment and organizational commitment 11 . And in another study by Wagner et al., 12 it was shown that spiritual connection had a causal effect on organizational commitment, while resonant leadership and individual empowerment had significant causal influence on SAW (the spirit at work), job satisfaction, and organizational commitment. These results strengthen those of previous studies reporting work place structures/processes/contributions leading to superior care environments 12 .
Modifying the work place structure and improving nurses access to opportunities (organizational support, information and resources) and power (resources needed for development, opportunities to increase employees' competence, skills, reward and appreciation for skills and expertise) by nursing managers can increase the different outcomes of nursing practice including organizational commitment. [13] [14] [15] [16] Employees with high organizational commitment show more flexibility with organizational changes and higher job satisfaction, due to more trust in the organization's goals and values 17 . But those who are less committed have more absence at work 18, 19 . With regard to the importance of nurses' commitment and its role on patient care outcomes, this study was designed to investigate the association between structural empowerment and organizational commitment of nurses in hospital.
Materials and methods

Study population
This study is a descriptive correlational survey. The study population was all nurses working in 10 hospitals of Zanjan province (except military hospital). All nurses eligible to participate in the study were selected as subjects. Census method was used to select the sample. Among 800 nurses working in hospitals, 583 were eligible and were included in the study. Study hospitals included 4 teaching hospitals and 4 non-teaching hospitals associated with University of Medical Sciences of Zanjan and 2 hospitals covered by Social Security Organization.
Tools and questions to measure the nurses' perceptions
To collect data and measure the main variables in this study, a two-part questionnaire was used, consisting of reliable and valid tool. "Conditions for Work Effectiveness Questionnaire-II" (CWEQ-II) was used to measure the structural empowerment of nurses. This tool was developed by Laschinger in 1996 and its short form consisted of 19 questions to measure the nurses' perceptions in achieving six subgroups workplace empowerment structure, including "Opportunity" questions 1 to 3, "Access to Information" question 4 to 6, "Support" question 7 to 9, "Access to Resources" question 10 to 12, "Formal Power " question 13 to 15 and "Informal Power" question 16 to19. The questions were adjusted based on 5-point Likert scale from strongly disagree (score 1), disagree (score 2), indifferent (score 3), agree (score 4) and strongly agree (score 5), and participants showed their agreements with each of the items by selecting one of the 5 options. The score of each question ranged from 1 (lowest) to 5 (highest) and the mean score for each aspect was calculated from 1 to 5.
The total score of structural empowerment was obtained by adding the mean of 6 aspects in the range of 6 to 30. Laschinger (2005) has classified empowerment scores into three levels of low (6 to 14), average (14.1 to 22) and high (22.1 to 30). This tool includes two other questions as overall empowerment measure and validation of participants' responses to 19 main items, that these questions are not counted in determining the score of nurses' empowerment. The correlation between the two questions of total empowerment with the main questions of structural empowerment was obtained equal to (r=0.78) using Spearman test, indicating the strong correlation between these two parts. This structural empowerment tool was translated by the researcher with permission of its creator which for the first time in this study was used for nursing environment in Iranian hospitals. The tool of "Conditions of Work Effectiveness" (CWEQ-II), first was translated and edited, then was presented to a number of academy staff and nurses to control of statements in terms of face validity, and the scoring of each question in terms of relevance, clarity and fluency (content validity). After revision of the questionnaire, the content validity index-(CVI) was calculated as equal to 0.89 for the whole tool while its minimum and maximum were obtained 0.80 for question 5 (opportunity dimension) and 0.97 for question 8 (support dimension), respectively.
The score of each question
Meyer and Allen's organizational commitment questionnaire 11 was used to measure organizational commitment, consisting of 24 questions in three aspects of affective commitment (question 1 to 8), continuous commitment (question 9 and 16) and normative or task commitment (question 17 to 24). The questions were adjusted based on the 5-point Likert scale from not at all (score 1), a little (score 2), somewhat (score 3), much (score 4) and very much (score 5), and participants showed their agreements with each of the items by selecting one of the 5 options. The score of each question ranged from 1 (lowest) to 5 (highest), the mean score for each aspect was calculated from 1 to 5 and the total score of organizational commitment was determined (3 to 15). Higher scores indicate higher levels of organizational commitment. The tool has been repeatedly used in Iran and even in studies on nursing 4 .
Results 90 %( 445) of participants in this study were female. The mean age of participants was 30.72 ± 4.65. 72.1% (354) of participants were married and the rest were single. 72.5% (361) of nurses were in the range of 25 to 34 years. Most nurses had less than 11 years of working experience (83.1%) and 69.7% of them had less than 6 years of working experience in the hospital. 43.4% of the nurses working in the hospital were in unsustainable condition and the majority (57.8%) reported that their hospital's salary was not enough. The majority of nurses (71.5%) were working in 4 teaching hospitals and 85.3% were employed in University hospitals. Structural empowerment of nurses with an average score of 15.87 ± 3.29 was at moderate level and among the dimensions of structural empowerment, the opportunity dimension and formal power dimension had the highest and lowest score, respectively. Male nurses with a total score of 16.71 (± 3.45) and (p=0.05) and the participants aged over 40 years with a total score of 17.97 (± 4.51) and (p=0.007) had more positive perception of the structural empowerment than others and this difference was statistically significant. The nurses working in non-teaching hospitals had higher perception of the structural empowerment than others with score of 16.44 (±3.2) and (p=0.02), the difference was also statistically significant. The nurses in emergency departments with a total score of 16.41 (±3.62) and (p=0.009) had higher perception of the structural empowerment than others and it was statistically significant. The results showed that with increasing job experience over 20 years, structural empowerment increases significantly with a mean of 19.08 (±3.00) and (p=0.01). Nurses who thought their received salary was enough had higher understanding of structural empowerment with score of 16.95 (3.97) than the others, and this difference was statistically significant (P<0.001).
The average score of nurses' organizational commitment with the mean of 9.59 (±2.07) was at average level and the continued commitment with a score of 3.22 (±0.74) was the dominant commitment. Short term contract nurses with the mean score of 9.28 (±1.98) and (p=0.01), had less organizational commitment than others, which the difference was statistically significant. Nurses working in non-academic hospitals with the score of 10.25 (±2.12) and (p=0.003) and in non-teaching hospitals with scores of 9.90 (±2.15) and (p=0.03) had higher organizational commitment than others, and the difference was statistically significant. Only working in the hospital nurses, with the score of 9.68 (±2.01) and (p=0.006) and nurses who thought their received salaries were quite enough with the score of 10.18 (±1.91) and (P<0.001) had higher organizational commitment than others, and the difference was statistically significant.
The ANOVA tests revealed that there were statistically significant differences among the grades and dimensions of organizational commitment. Tukey test for pairwise comparisons showed statistically significant differences
scores also increase and this increase was statistically significant (Table 1) . Pairwise comparison of the groups in each dimension of the structural empowerment revealed that there was a statistically significant difference in the total organizational commitment and all its dimensions, between the scores of the bottom group for dimension opportunity with the other two groups. In the dimension of access to information, there were differences in the scores of overall organizational commitment among all groups. With regard to the support dimension, there were statistically significant differences between the affective commitment and the task commitment of bottom group and moderate and high groups. Based on both dimensions of access to resources and formal power, there were statistically significant differences between the affective, continuous, task and total organizational commitments of bottom group with the two other groups. With regard to informal power, there was also a statistically significant difference in the scores of organizational commitment and affective commitment among all groups. The total structural empowerment had relatively strong correlation with organizational commitment of nurses (r=0.444). Among the dimensions, most of all, the "formal power" had higher correlation with the organizational commitment (r=0.372) and after which the "Access to Information" was more correlated (r=0.361). The lowest correlation was between the dimension of the "opportunity" with the organizational commitment of nurses (r=0.161). All dimensions of structural empowerment had higher correlation with task commitments compared to the two other types of affective commitment and continuance commitment (Table 2) .
Linear regression analysis results showed that nurses with high experience in University hospitals may be a better predictor of organizational commitment and empowerment in results of an organizational structure (Table 3) . Discussion According to the Findings, hospital-working nurses' perception of "structural empowerment" was moderate 15.87 (3.29). In concordance with our study, the effect of structural empowerment and the organizational commitment on Chinese nurses' job satisfaction by Jinhua Yang et al. showed moderate level of empowerment 20 . The nurses knew "opportunity" as the most important element in the structural empowerment with the score of 3.18 (0.79) and "Informal Power" as the second with the mean score of 2.82 (0.72). In contrast,"Formal Power" obtained the lowest score of structural empowerment (2.18±0.80).The result is inconsistent with the finding of Laschinger et al. 18 and Faulkner et al. 17 Structural empow- Table 2 : correlation between dimensions and total score of structural empowerment with dimensions and total score of organizational commitment of nurses erment understanding for nurses with an average age of 42 years old and 17 year experience was equal to 19.44 (1.14) in the study of Laschinger et al. 21 . However, the general understanding of structural empowerment for nurses was 12.95 (3.14) in other study of Laschinger and Patrick 13 . In the study of DeCicco et al 10 conducted in a nursing home, the average scores of nurses' and auxiliary nurses' empowerment were 19.42 (4.44) and 17.69 (3.85), respectively, that is more than the empowerment of nurses working in hospitals and it could be due to a higher authority delegated to nurses in mentioned centers. In the study of Donahue et al. 22 carried out on 259 recruited nurses to determine the relationship between nurses' perceptions of empowerment and patient satisfaction in Greenwich Ohio Hospital, the mean score of nurses' structural empowerment was above average (21.28).
Male nurses had a high score of 16.71 ± 3.45 in the perception of structural empowerment. In the informal power dimension, male nurses with a mean of 3.05 (0/76) had higher score than others, this difference was statistically significant. According to Raphael 23 the power as a result of being male is considered directly in front of the point of care, which is known as nursing extract and orientated traditionally with being female. Most nurses (female) may be reluctant to access and use the power, because they know the power is masculine trait and consider it inconsistent with their character as a woman. Therefore, a male point of view of power may contribute to extend nurses' weakness. Manojlovich 6 suggests that nurses may be more reluctant to describe power compared to most people, since 95% of nurses are women who are not socially acceptable to exercise the power . In the present study, 90.6% of nurses were female.
Nurses aged over 35 years with the score of 17.97 (4.51) and nurses in pediatric and neonatal units with the score of 16.41 (3.28) had higher structural empowerment than others that was statistically significant. With the increase of total work history, the scores of the perception of empowerment in "formal power dimension" increased, so that the nurses with more than 20 years experience had the mean score of 2.90 (0.76 ). The more experience one had led to significantly more score of nurses' understanding of structural empowerment, so that nurses with over 21 years experience possessed a high structural empowerment score (19.08±3.0). Nurses working in one hospital had higher understanding of structural empowerment with a score of 17.4 (2.6) than the others, and this difference was statistically significant. It was determined in the mean of variables that a high structural empowerment score in the hospital is more related to the two aspects of "Formal Power" and "Informal Power". This result may be due to being non-teaching hospital and in an ethnic area. In the aspect of "Access to Resources", nurses working in intensive care units with an average of 2.80 (0.62) and emergency department with an average of 2.81 (0.76) had higher scores than others, that the difference was statistically significant. These findings were higher in male nurses and age groups above 35 years old, than the other groups. These results are inconsistent with the findings of Laschinger and Patrick
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. In Faulkner and Laschinger study 17 , no significant relationship was found between individual variables such as age, sex, education level, employment status, type of hospital and nursing experience with structural empowerment. Peachey 24 also concluded that older nurses access more opportunities, resources and organizational information and coordinate their tasks to organizational goals. McMahon 25 stated that the nurses learn in most of the time to take action in the range of operational structures and organizational work. Moreover, they feel empowered when they are closer to the goals of their work unit. 24 Nurses working in non-academic hospitals had higher understanding of structural empowerment with score of 16.44 (3.2) than the others, and this difference was statistically significant. Low score of structural empowerment in University hospitals could be due to the multiplicity of educational groups in the hospital and the presence of certain limitations for nurses on the exercise of power. In our study, the total structural empowerment had relatively strong correlation with organizational commitment of nurses (r=0.444). This result was in agreement with Ibraham et al. study entitled "work place empowerment and organizational commitment of nurses at the Egypt University Hospital", which showed a significant direct intermediate correlation between nurses' perceptions of overall structural empowerment and their overall organizational commitment 26 . In this study, overall structural empowerment with the working department (P=0.031), and overall organizational commitment with nursing experience (P =0.025) was significant. The results of Yang et al.'s study among nurses supported the results in the relationship between empowerment and organizational commitment 20 . In our study, the high correlation of "informal power" with "Structural Empowerment" is in consistent with the findings of Manojlovich 27 which refers that the nurses with high perception in the structural empowerment have more effective communications with doctors. The low mean age of samples and low experience in hospitals and wards can be the reasons for the low score of structural empowerment in our study. The results of the findings in "Opportunity" were inconsistent with the findings of Laschinger and Hatcher 2 , and Decicco et al., 10 but the dimension of "Access to Resources" had the lowest score in these studies. The results of Ahmad et al. study in Malaysia and England showed that although the Malaysian nurses felt more empowered and committed to their organization, the English nurses were more satisfied with their jobs.
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The differences between these two groups of nurses show that empowerment does not generate the same results in all countries, and reflects empirical evidence from most cross cultural studies on empowerment . Support for an expanded model of Kanter's structural empowerment was achieved in our study. Hospital administrators are recommended to improve conditions, working environment, and nurses' salary to increase structural empowerment, organizational commitment, leading to better service to our patients by nurses and to increase satisfaction.
Conclusion
Generally, the structural empowerment and the organizational commitment of nurses are relatively strongly correlated with each other. Low empowerment groups had a high organizational commitment score in most aspects. It means that a low structural empowerment does not necessarily lead to lower organizational commitment, but a high structural empowerment increases the organizational commitment of nurses. These findings are consistent with findings from previous studies, and there is a significant relationship between structural empowerment and organizational commitment.
